kitchens, stores, and administrative offices. The old Whitehaven Hospital is the former Lonsdale Castle, designed by Robert Adam; it has been used as a hospital since 1926, and has the great advantage of a park and of being at one end of the main street of Whitehaven, with easy access to the civic hall, shops, pubs, and various recreational facilities; this is important for both patients and their relatives. The aims of the Lonsdale Unit at Whitehaven are to give a continuing rehabilitation service to its patients. Relatives are encouraged to visit and, where appropriate, to take patients out for days or weekends. For some patients terminal care is provided. In 1971 a small rehabilitation unit was opened in the old physiotherapy department of Whitehaven Hospital, and two beds in the Lonsdale Unit were reserved for rehabilitees. This rehabilitation work has enhanced the morale of the unit.
The cases handled by the unit-in the years 1975 and 1976 are shown in Table 1 . Table 2 lists the patients received for rehabilitation, all of whom returned to the community. A man with hypokalaemic periodic paralysis, aged 54, was wheelchair dependent, and had spent three and a half years in another hospital; he was provided with an Invercar and resettled in Carlisle in a flatlet having a warden. A woman of 27, with a cerebroarteriovenous aneurysm and hemiplegia, had some rehabilitation and was referred to the Combined Services Rehabilitation Centre at Chessington; we understand that she subsequently married. Table 3 lists patients admitted for long-term care in 1975 and 1976. A man aged 61, with Parkinson's disease, was rehabilitated with the aid of Sinemet; he was not able to manage his flatlet, and was placed in a local authority home. A patient aged 63, with cerebrovascular disease, had to be transferred to a psychiatric unit when he became manic, possibly as the result of a second stroke. A woman aged 62, who was tetraparetic following operation for a cerebral tumour, had six months rehabilitation; she recovered well enough to walk with one stick and two toe-raising springs, and was discharged home. A man with syringomyelia, aged 52, discharged himself; he did not take advantage of the rehabilitation services and was subsequently found dead in bed at home; cause of death was not established; he was partially tetraparetic. A women aged 45, with multiple sclerosis, was successfully rehoused in a bungalow designed for the disabled, after three years of negotiations with the local housing authority.
Medical cover
The units should be in the charge of a consultant clinician who is interested in the problems of the younger chronic sick. This may be a geriatrician, a general physician, a rheumatologist, or a neurologist. The consultant must have support from at least two other doctors, often general practitioners with clinical assistant status, who will deal with day-to-day problems. Support may also be given by the patients' own general practitioners.
Nursing cover
This requirement has not been established. The ratio of I nurse to 1.8 patients per 24 hours is thought to be inadequate for the following reasons: (I) There is excessive strain on nurses on duty during times of sickness and holidays.
(2) The emotional problems engendered by the more mentally alert younger sick may be very demanding. Where relatives give good support, the sense of frustration can be minimal, but handicap and physical dependence on others can lead to severe frustration and frequently there is family breakdown. Five instances of divorce proceedings have been noted during the last five years. Some help can be given to the very severely handicapped by the provision of aids such as Possum, electric wheelchairs, talking books, page turners, all of which help to maintain some degree of independence.
There seems to be general agreement amongst doctors concerned in running such units that the nursing ratios should be 1 to I per 24 hours, and that each unit should have a fully qualified sister and staff nurse heading the team of State Enrolled Nurses and Auxiliary Nurses. The provision of training of pupil State Enrolled Nurses should be encouraged.
Remedial cover
It is essential to have physiotherapy and occupational therapy services if success' with longterm rehabilitation is to be achieved. Much diversional therapy, to keep the patients mentally alert and stimulated, can be carried out by occupational therapy aides. Speech therapy may also be required.
It is thought that a part-time physiotherapist with a part-time helper and a part-time occupational therapist with a full-time helper are adequate for 22 beds. Speech therapy has usually also been available.
Social services
It is essential that the unit should have a hospital based social worker who can liaise with local authority social services and housing departments on behalf of patients who are to be discharged from the unit.
Domestic services
In the unit there is an establishment for 1 full-time and 4 part-time domestic personnel. If this establishment is not maintained there may be excessive strain on the nursing staff.
Recreation
Care and rehabilitation of patients is not enough; recreation must be arranged. There should be a patient activities committee run by the patients with help from the nursing and medical staff. This committee can discuss outings and parties. The social services in Whitehaven have been helpful in lending ambulances with hydraulic lifts so that patients can be taken out. During 1975/6 three parties were held with relatives outside the hospital precinct, and a Christmas party was held in the civic hall. Participation by relatives of the chronic sick helps to raise morale and remove the stigma of a care unit.
Voluntary aspects of long-term care of the young chronic sick Air Chief Marshal Sir Christopher Foxley-Norris Leonard Cheshire Foundation, 7 Market Mews, London WI The Leonard Cheshire Foundation, of which I am the working Chairman, operates 70 residential homes in the United Kingdom for the care of the chronic sick; there are no other qualifications for residence in a Cheshire Home and there are no barriers of religion, race, background, poverty, or sex. Of these 70 homes the great majority (63) are for the physically handicapped, only 7 caring for the mentally handicapped. I will therefore concentrate on the work of the former, although in fact the larger proportion of our mental homes (4 out of 7) look after the young. We also operate over 90 homes abroad, in 35 countries world-wide, and some of these cater specifically for children and the young.
With one exception, a children's home, none of our homes for the physically handicapped cares exclusively for the young or indeed for any specific age group. All cover the whole age range, except that we usually apply a top age limit of 55 years for admission; this is because the organized care for the old in Britain, although inadequate, is at least better than that for the young and middle-aged chronic sick; and also because those who are both old and invalid often pose a requirement for heavy nursing which we would find difficult to meet on a large scale. Of course eventually we finish up with a proportion of old people, for nobody is asked to leave a Cheshire Home because of age.
This mixture of age groups inside our homes has both advantages and disadvantages. In order to reproduce the atmosphere of a family home as far as possible, we try not to have more than 30 residents in a home: many homes, indeed, have less than 20 and the smallest has 6. A normal family usually does span the age groups. However, there are difficulties in such an arrangement. For example, the young often prefer to share rooms for company, whereas others prefer the privacy of a single room; the young, even the badly handicapped, are often vivacious, alert, adventurous, enterprising, talkative and noisy -or at least like to be; their elders frequently find such attitudes unwelcome in a small and rather closed community.
It is therefore arguable that we should try to make allowances for this situation, for example that some of our homes should aim to admit only a younger age group, say up to 30 years of age. But there are serious practical difficulties. For example, what happens to those younger
